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Objectives
Recognize: 

• Balancing need to continue cancer treatment vs. avoiding COVID-19+

infection. 

• Cancer as predictor poor outcome COVID-19+, especially transplantation, 
heme malignancy, lung cancer.

• Hypercoagulability of COVID-19+, optimal prophylaxis strategy is still TBD. 
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Lewis. NEJM. 11 Jun 2021; 382:24.

“For on one side lay Scylla and on 
the other divine Charybdis”

Homer, The Odyssey, Book 4
COVID-19Cancer

Presenting Sxs of COVID-19 are the same
in Cancer Patients

5

Guan, et al. NEJM. 2020;382:1708-1720. Wang, et al. JAMA. 2004;323 (11):1061-1069. Zhou, et al. Lancet. 2020;395:1054-1062.

Guan et al., NEJM Zhou et al., LancetWang et al., JAMA

most common sxs cough (68%)

fever (44%)

fatigue (38%)

sputum (34%)

SOB (19%)

fever (94%)

cough (79%)

SOB (29%)

fatigue (23%)

sputum (23%)

fever (99%)

fatigue (70%)

cough (59%)

anorexia (40%)

myalgia (35%)

n = 1099 n = 191n = 138

Are Cancer Patients more likely to get/have COVID-19? YES
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Guan, et al. NEJM. 2020;382:1708-1720. Wang, et al. JAMA. 2004;323 (11):1061-1069. Zhou, et al. Lancet. 2020;395:1054-1062.

Guan et al., NEJM Zhou et al., LancetWang et al., JAMA

co-morbidity HTN (15%)

DM (7%)

HTN (30%)

DM (19%)

CAD (3%) CAD (8%)

hep B (2%) COPD (3%)

HTN (31%)

CAD (15%)

DM (10%)

cancer (7%)

n = 1099 n = 191n = 138
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Wang et al. JAMA Oncology. 2021; 7:220-227.

Those with recent cancer diagnosis were at significantly 
increased risk for COVID-19 infection (aOR, 7.14 [95% CI, 6.91-7.39]; P < .001), 
with the strongest association for recently diagnosed leukemia (aOR, 12.16 [95% CI, 11.03-13.40]; P < .001), 
non–Hodgkin lymphoma (aOR, 8.54 [95% CI, 7.80-9.36]; P < .001), 
and lung cancer (aOR, 7.66 [95% CI, 7.07-8.29]; P < .001) .

Patients with cancer and COVID-19 had significantly worse outcomes (hospitalization, 47.46%; death, 14.93%) 
than patients with COVID-19 without cancer (hospitalization, 24.26%; death, 5.26%) (P < .001) 
and patients with cancer without COVID-19 (hospitalization, 12.39%; death, 4.03%) (P < .001). 

Are Cancer Patients more likely to get/have COVID-19? YES

8

Poor Outcome of COVID-19+ 

Cancer patients

Williamson et al. Nature. 20  Aug 2020; 584:430-436.

n = NHS data base of 10,926 COVID-19-related deaths

9
Williamson et al. Nature. 20  Aug 2020; 584:430-436.

Underlying conditions that were associated with COVID-19 death

Condition Hazard Ratio (95% CI)

Solid organ transplant (vs none) 3.53 (2.77–4.49)

Hematological malignancy (versus none)

Diagnosed <1 year ago 2.80 (2.08–3.78)

Diagnosed 1–4.9 years ago 2.46 (2.06–2.95)

Diagnosed ≥5 years ago 1.61 (1.39–1.87)

Other neurological disease 2.58 (2.38–2.79)

Reduced kidney function (versus none)

eGFR 30–60 1.33 (1.28–1.40)

eGFR <30 2.52 (2.33–2.72)

Other immunosuppressive condition (vs 
none)

2.21 (1.68–2.90)

Stroke or dementia 2.16 (2.06–2.27)

Diabetes (versus none)

With HbA1c <58 mmol/mol (<7.5%) 1.31 (1.24–1.37)

With HbA1c ≥58 mmol/mol (≥7.5%) 1.95 (1.83–2.08)

With no recent HbA1c measure 1.90 (1.72–2.09)

Liver disease (vs none) 1.75 (1.51–2.03)

Cancer (nonhematological, versus none)

Diagnosed <1 year ago 1.72 (1.50–1.96)

Diagnosed 1–4.9 years ago 1.15 (1.05–1.27)

Diagnosed ≥5 years ago 0.96 (0.91–1.03)

Respiratory disease, excluding asthma (vs 
none)

1.63 (1.55–1.71)

Asplenia vs intact spleen 1.34 (0.98–1.83)

Rheumatoid arthritis, lupus, or psoriasis (vs 
none)

1.19 (1.11–1.27)

Chronic cardiac disease (coronary artery 
disease, congestive heart failure, cardiomyopathy)

1.17 (1.12–1.22)

Asthma (versus none)

With no recent oral corticosteroid use 0.99 (0.93–1.05)

With recent oral corticosteroid use 1.13 (1.01–1.26)

High blood pressure or diagnosed 
hypertension (versus normal blood pressure)

0.89 (0.85–0.93)

Cancer on CDC list of comorbidities as
Risk Factors for Severe COVID-19

See especially:

• Solid organ transplant
• Hematologic malignancies
• Lung cancer

Centers for Disease Control and Prevention. Underlying medical 
conditions associated with high risk for severe COVID-19:
Available at: https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-
care/underlyingconditions.html
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What happens when you have cancer and get COVID-19? 

10
Kuderer, et al.. Lancet. 20 June 2020;395:1907-1918. Lee, et al.. Lancet. 20 June 2020;395:1919-1926.

COVID-19 and Cancer Consortium (CC19) UK Coronavirus Cancer Monitoring Project (UKCCMP)
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Kuderer, et al.. Lancet. 20 June 2020;395:1907-1918. Lee, et al.. Lancet. 20 June 2020;395:1919-1926.

COVID-19 and Cancer Consortium (CC19) UK Coronavirus Cancer Monitoring Project (UKCCMP)

Cohort study

Mar 2020 – Apr 2020 

USA, Canada, Spain; age 56-76

Cancer patients new dx COVID-19+ (n = 928)

Assessed 30-day all-cause mortality

What happens when you have cancer and get COVID-19? 

Prospective Observational study

Mar 2020 – Apr 2020 

United Kingdom; age 59-76

Cancer patients new dx COVID-19+ (n = 800)

Assessed all-cause mortality or hospital d/c

12
Kuderer, et al.. Lancet. 20 June 2020;395:1907-1918. Lee, et al.. Lancet. 20 June 2020;395:1919-1926.

COVID-19 and Cancer Consortium (CC19) UK Coronavirus Cancer Monitoring Project (UKCCMP)

What happens when you have cancer and get COVID-19? 
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Kuderer, et al.. Lancet. 20 June 2020;395:1907-1918. Lee, et al.. Lancet. 20 June 2020;395:1919-1926.

COVID-19 and Cancer Consortium (CC19) UK Coronavirus Cancer Monitoring Project (UKCCMP)

What happens when you have cancer and get COVID-19? 

14
Kuderer, et al.. Lancet. 20 June 2020;395:1907-1918. Lee, et al.. Lancet. 20 June 2020;395:1919-1926.

COVID-19 and Cancer Consortium (CC19) UK Coronavirus Cancer Monitoring Project (UKCCMP)

What happens when you have cancer and get COVID-19? 

15
Kuderer, et al.. Lancet. 20 June 2020;395:1907-1918. Lee, et al.. Lancet. 20 June 2020;395:1919-1926.

COVID-19 and Cancer Consortium (CC19) UK Coronavirus Cancer Monitoring Project (UKCCMP)

What happens when you have cancer and get COVID-19? 
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Kuderer, et al.. Lancet. 20 June 2020;395:1907-1918. Lee, et al.. Lancet. 20 June 2020;395:1919-1926.

COVID-19 and Cancer Consortium (CC19) UK Coronavirus Cancer Monitoring Project (UKCCMP)
What happens when you have cancer and get COVID-19? 

17

Kuderer, et al.. Lancet. 20 June 2020;395:1907-1918. Lee, et al.. Lancet. 20 June 2020;395:1919-1926.

COVID-19 and Cancer Consortium (CC19) UK Coronavirus Cancer Monitoring Project (UKCCMP)

CONCLUSION:

Active Cancer = bad prognosis

Cancer Rx  <4wks = OK 

What happens when you have cancer and get COVID-19? 

CONCLUSION:

Active Cancer = OK

Cancer Rx  <4wks = OK 
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Sharafeldin, et al.. J Clin Oncol. 4 June 2021;39(20):2232-2246.

What happens when you have cancer and get COVID-19? 

Cohort study

Jan 2020 – Mar 2021 

50 US medical centers; age 18-90+

Cancer patients (n = 398,579) of which 15.9% with new dx COVID-19+ (n = 63,413)

Assessed all-cause mortality
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Sharafeldin, et al.. J Clin Oncol. 4 June 2021;39(20):2232-2246.

What happens when you have cancer and get COVID-19? 
National COVID Cohort 
Collaborative (N3C)

20

Sharafeldin, et al.. J Clin Oncol. 4 June 2021;39(20):2232-2246.

What happens when you have cancer and get COVID-19? 
National COVID Cohort 
Collaborative (N3C)

21
Sharafeldin, et al.. J Clin Oncol. 4 June 2021;39(20):2232-2246.

What happens when you have cancer and get COVID-19? 
National COVID Cohort 
Collaborative (N3C)
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Sharafeldin, et al.. J Clin Oncol. 4 June 2021;39(20):2232-2246.

What happens when you have cancer and get COVID-19? 
National COVID Cohort Collaborative (N3C)

23

Sharafeldin, et al.. J Clin Oncol. 4 June 2021;39(20):2232-2246.

What happens when you have cancer and get COVID-19? 
National COVID Cohort Collaborative (N3C)

CONCLUSION:

Chemotherapy <4wks = bad 

Hematopoietic stem-cell transplant COVID-19+ patients do poorly

24
Sharma, et al.. Lancet Haematol. Mar 2021;8(3):e185-e193.

Retrospective CIBMTR registry study (Mar 2020 – Aug 2021)

HSCT recipients new dx COVID-19+ (n = 318).

Median time from HSCT: 
allogeneic 17 mos. (range 8-46) 
autologous 23 mos. (range 8-51) 

Assessed 30-day all-cause mortality.
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Hematopoietic stem-cell transplant COVID-19+ patients do poorly

25
Sharma, et al.. Lancet Haematol. Mar 2021;8(3):e185-e193.

(vs. 49% mild COVID-19 disease severity)

Hematopoietic stem-cell transplant COVID-19+ patients do poorly

26
Sharma, et al.. Lancet Haematol. Mar 2021;8(3):e185-e193.

CLL with COVID-19+ do poorly; but does ibrutinib help? 

27
Scarfo, et al.. Leukemia. 34:2354-2363. Published online 9 July 2020.

Cohort study

Mar 2020 – May 2020 

European study; age 48-94

CLL patients with new dx COVID-19+ (n = 190)

Assessed mortality / severe disease
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CLL with COVID-19+ do poorly; but does ibrutinib help? 

28
Scarfo, et al.. Leukemia. 34:2354-2363. Published online 9 July 2020.

median OS not reached; 
69% of patients alive at 30 days 

CLL with COVID-19+ do poorly; but does ibrutinib help? 

29

Scarfo, et al.. Leukemia. 34:2354-2363. Published online 9 July 2020.

Hospitalization rate for severe COVID-19 was 
lower for those on ibrutinib (OR 0.44 [95% CI 
0.20–0.96] p < 0.05) as compared to those 
receiving any other CLL-specific treatment 
or off treatment.

Convalescent plasma

30

Today, the FDA is revising the Letter of Authorization for COVID-19 convalescent plasma 
to limit the authorization to the use of high titer COVID-19 convalescent plasma only for the treatment of 

Hospitalized patients with COVID-19:

 early in the disease course 
 who have impaired humoral immunity
 who cannot produce an adequate antibody response. 

Plasma with low levels of antibodies has not been shown to be helpful in COVID-19.
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Convalescent plasma therapy in patients with a hematologic 
malignancy hospitalized for COVID-19 (June 2021)

31
Thompson, et al.. JAMA Oncol. 17 Jun 2021; Online ahead of print.

RECOMMENDATION: convalescent plasma for patients with a hematologic malignancy 
hospitalized for COVID-19 and who lack access to SARS-CoV-2 monoclonal Ab.

Retrospective registry study (Mar 2020 – Jan 2021)

Hematologic malignancy patients hospitalized COVID-19+

Improved 30-day all-cause mortality in those
received convalescent plasma (n=143) vs. did not (n=823)

HR  =  0.60  (95% CI, 0.37-0.97). 

Monoclonal Ab

32

Monoclonal Ab

33
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Q: Continue cancer therapy in COVID-19+?

34

https://www.asco.org/asco-coronavirus-resources/care-individuals-cancer-during-covid-19/cancer-treatment-supportive-care

“Until more definitive information emerges, decisions about interrupting anti-cancer 
treatment in patients with active COVID-19 should be based on a clinical benefit:risk 
assessment that considers the risk of interrupting cancer treatment versus the still 
poorly defined risk of adverse COVID-19 outcomes in patients receiving active cancer 
treatment.”

35

Slimano, et al. Cancer Treat Rev. 2020;88:102063.

Q: Cancer therapy in COVID-19+: Drug-Drug Interactions

https://pubmed.ncbi.nlm.nih.gov/32623296/

Q: Surgery for Cancer in COVID-19+?

36

https://www.asco.org/asco-coronavirus-resources/care-individuals-cancer-during-covid-19/cancer-treatment-supportive-care

“Clinicians and patients will need to make individual determinations based on the potential harms of 
delaying needed cancer-related surgery…
Also, if the surgery requires post-operative intensive care, the current capacity of the intensive care 
units available for that care should be considered as part of decision making..”

“In some situations (e.g. early-stage breast cancer) where neoadjuvant therapy is available but not 
routinely considered, it may be reasonable to consider neoadjuvant therapy instead of surgery or 
simply delaying surgery... However, neoadjuvant therapy that requires clinic visits and clinician-
patient contact or that itself is immunosuppressive is associated with risks to the patient that must 
also be considered.”
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Q: Radiation Therapy for cancer in COVID-19+?

37

https://www.asco.org/asco-coronavirus-resources/care-individuals-cancer-during-covid-19/cancer-treatment-supportive-care

“ASCO encourages clinicians to follow ASTRO’s current guidance…”

“if hypofractionated schedules are considered clinically acceptable, 
they should be considered…”

“patients receiving radiation for symptom control or at low risk of harm due to 
alteration of schedule for radiation treatment visits could potentially be safely delayed…”

Q: Continue Immune Check-Point Inhibitors in COVID-19+?

38

https://www.asco.org/asco-coronavirus-resources/care-individuals-cancer-during-covid-19/cancer-treatment-supportive-care

“There are mixed data regarding the impact of immune checkpoint inhibitors (ICI) on 
COVID-19 infection in patients with cancer…”

“These agents may cause immune-related serious adverse events and immunosuppression 
may be necessary as a treatment for those events. 
The potential harms and benefits of therapy should be carefully considered for each patient…”

“It may be appropriate to adjust to less frequent dosing intervals when different schedules 
are considered reasonable options.”

EUROPEAN SOCIETY OF CLINICAL ONCOLOGY RECOMMENDS INTERRUPTION 
OF ICI THERAPY IF COVID-19+.

Additional Points:

39

Resuming Cancer therapy: follow as below.
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Capacity to form anti-COVID-19 Abs is reduced in CLL

40
Roeker, et al. Leukemia. Nov 2020;34:3047-3049. Published online 27 Aug 2020.

21 CLL patients: COVID-19+ by nasopharyngeal pcr.
at median 55 days (28-93),

67% pos SARS-CoV-2 Ab.  
33% neg SARS-CoV-2 Ab.  

Hypogammaglobulinemia was negatively assoc with development anti-
SARS-CoV-2 IgG (OR 0.05, 95% CI 0.003–0.7, p= 0.027) .

Currently receiving CLL-directed therapy (OR 0.2, 95% CI 0.03–1.5, 
p = 0.11) including BTKi use (OR 0.1, 95% CI 0.008–1.3, p = 0.08) were not. 

NEWS RELEASE

41

https://www.fda.gov/news-events/press-announcements/coronavirus-covid-19-update-fda-authorizes-additional-vaccine-dose-
certain-immunocompromised?utm_medium=email&utm_source=govdelivery

NEWS RELEASE

42

https://www.fda.gov/news-events/press-announcements/coronavirus-covid-19-update-fda-authorizes-additional-vaccine-dose-
certain-immunocompromised?utm_medium=email&utm_source=govdelivery
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Hypercoagulabiity of COVID-19

43
Teuwen, et al. Nat Rev Immunol. 2020;20(7):389-391.

COVID-19 = highly inflammatory/coagulopathic clinicopathologic state.

Hypercoagulabiity of COVID-19

44

Nopp, et al. Res Pract Thromb Haemost. 2020;4:1178-1191.

Hypercoagulabiity of COVID-19

45
Nopp, et al. Res Pract Thromb Haemost. 2020;4:1178-1191.
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Hypercoagulabiity of COVID-19

46
Teuwen, et al. Nat Rev Immunol. 2020;20(7):389-391.

66 studies (28,173 patients ) included. 

Overall VTE prevalence = 14.1% with ultrasound screening 
=  9.5% without screening. 

VTE prevalence = 7.9% in non-ICU 
= 22.7% in ICU patients. 

PE prevalence = 3.5% in non-ICU 
= 13.7% ICU patients. 

Hypercoagulabiity of COVID-19

47

Paranjpe, et al. J Am Coll Cardiol. 7 Jul 2020;76(1):122-124.

n = 2,773

Single-institution retrospective study hospitalized pats: examine effect of full-dose AC.

Compared: 
ANY treatment-dose systemic AC (28% pats, median 3 days duration, any reason)
vs. 
NO treatment-dose systemic AC.

Hypercoagulabiity of COVID-19

48

Paranjpe, et al. J Am Coll Cardiol. 7 Jul 2020;76(1):122-124.

In-hospital mortality for patients treated with AC: 
22.5% with a median survival of 21 days, 
compared to 22.8% and median survival of 14 
days in patients who did not receive AC. 

In patients who required mechanical ventilation (N=395), in-hospital mortality was 
29.1% with a median survival of 21 days for those treated with AC as compared to 
62.7% with a median survival of 9 days in patients who did not receive AC. 
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Hypercoagulabiity of COVID-19

49

REMAP-CAP Investigators et al. NEJM. 4 Aug 2021;published Online. 
ATTACC Investigators et al. NEJM. 4 Aug 2021;published Online.

“We conducted an international, adaptive, multi-
platform, randomized, controlled trial to determine 
whether an initial strategy of therapeutic-dose 
anticoagulation with unfractionated or low-molecular-
weight heparin improves in-hospital survival and 
reduces the duration of intensive care unit (ICU)–
level cardiovascular or respiratory organ 
support in critically ill patients with Covid-19. “

“We conducted an international, adaptive, 
multiplatform, randomized, controlled trial to deter-
mine whether an initial strategy of therapeutic- dose 
anticoagulation with unfractionated or low-
molecular-weight heparin improves in hospital 
survival and reduces the duration of ICU- level
cardiovascular or respiratory organ support among 
hospitalized patients with Covid-19 who are not 
critically ill. 

Hypercoagulabiity of COVID-19

50

REMAP-CAP Investigators et al. NEJM. 4 Aug 2021;published Online. 

Therapeutic-dose anticoagulation was administered 
for up to 14 days or until recovery 

Usual-care thromboprophylaxis was administered at 
a dose and duration determined by the treating clinician 
according to local practice, which included either
standard low-dose thromboprophylaxis or enhanced 
intermediate-dose thromboprophylaxis. 

The primary outcome, organ support–free days, was 
evaluated… up to day 21 among patients who survived 

Hypercoagulabiity of COVID-19

51
REMAP-CAP Investigators et al. NEJM. 4 Aug 2021;published Online. 

The majority of patients were enrolled through 
REMAP-CAP (929 of 1103 enrolled patients, 84%) 

Among the patients who were assigned to receive 
usual-care thromboprophylaxis… 
standard low- dose thromboprophylaxis in 41% and… 
enhanced intermediate-dose thromboprophylaxis in 51%. 
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Hypercoagulabiity of COVID-19

52
REMAP-CAP Investigators et al. NEJM. 4 Aug 2021;published Online. 

Hypercoagulabiity of COVID-19

53

REMAP-CAP Investigators et al. NEJM. 4 Aug 2021;published Online.

“Our results refute the hypothesis that routine therapeutic-dose anticoagulation benefits 
critically ill patients with Covid-19. 

This hypothesis was based in part on observational studies that reported an association 
between therapeutic-dose anticoagulation and improved outcomes. 

Multiple small and moderate-size randomized trials continue to evaluate 
different anticoagulation strategies in Covid-19.“

Hypercoagulabiity of COVID-19

54

Therapeutic-dose anticoagulation was administered 
for up to 14 days or until recovery 

Usual-care thromboprophylaxis was administered at 
a dose and duration determined by the treating 
clinician according to local practice, which included 
either standard low-dose thromboprophylaxis or
enhanced intermediate-dose thromboprophylaxis. 

The primary outcome, organ support–free days, was 
evaluated… up to day 21 among patients who survived 

Therapeutic-dose anticoagulation was administered 
for up to 14 days or until recovery 

Thromboprophylaxis was provided at a dose and 
duration determined by the treating clinician 
according to local practice. 

The primary outcome, organ support–free days, was 
evaluated… up to day 21 among patients who survived 

ATTACC Investigators et al. NEJM. 4 Aug 2021;published Online.
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Hypercoagulabiity of COVID-19

55

The majority of patients were enrolled through 
REMAP-CAP (929 of 1103 enrolled patients, 
84%) 

Among the patients who were assigned to 
receive usual-care thromboprophylaxis… 
standard low- dose thromboprophylaxis in 41% 
and… enhanced intermediate-dose 
thromboprophylaxis in 51%. 

Among the 855 patients in the thromboprophylaxis group… 
613 (71.7%) received a low dose of a thromboprophylactic
drug and 227 (26.5%) received an intermediate dose. 

ATTACC Investigators et al. NEJM. 4 Aug 2021;published Online.

Hypercoagulabiity of COVID-19

56

ATTACC Investigators et al. NEJM. 4 Aug 2021;published Online.

Hypercoagulabiity of COVID-19

57
ATTACC Investigators et al. NEJM. 4 Aug 2021;published Online.
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Hypercoagulabiity of COVID-19

58
ATTACC Investigators et al. NEJM. 4 Aug 2021;published Online.

“On the basis of these findings, for every 1000 hospitalized patients with moderate 
disease, an initial strategy of therapeutic-dose anticoagulation, as compared with usual-
care thromboprophylaxis, would be anticipated to result in the survival of 40 additional 
patients until hospital discharge without organ support at the expense of 7 additional 
major bleeding events. Absolute treatment benefits were more apparent in the high 
d-dimer cohort than in the low d-dimer cohort.”

Hypercoagulabiity of COVID-19

59

ATTACC Investigators et al. NEJM. 4 Aug 2021;published Online.

All hospitalized adults with COVID-19 should receive pharmacologic thromboprophylaxis unless the risk of bleeding 
outweighs the risk of thrombosis; low-molecular-weight heparin (LMWH) is recommended over unfractionated 
heparin (UFH) to reduce contact. In the setting of heparin-induced thrombocytopenia, fondaparinux is 
recommended. Dose adjustment for obesity and renal function may be used per institutional guidance.

Therapeutic- and intermediate-dose anticoagulation are being investigated… 
in multiple randomized controlled trials (RCT)

For patients requiring ICU level of care:
The ASH guideline panel suggests using prophylactic-intensity… anticoagulation.

For hospitalized patients not requiring ICU level of care:
The ASH guideline panel suggests using prophylactic-intensity… anticoagulation.

Should COVID-19 patients receive post-discharge thromboprophylaxis?
The ASH guidelines panel… suggest patients should not receive thromboprophylaxis after hospital discharge for 
COVID-19 in the absence of other indications.

Summary
• Presenting sxs of COVID-19 are the same in cancer patients

• Treatment of COVID-19 is generally same in cancer patients, but consider monoclonal Ab 
(outpat) and convalescent plasma (hospitalized)

• Having cancer (especially heme, lung, GI) is a risk factor for developing severe 
COVID-19 infection

• Recent cytotoxic chemotherapy is likely associated with worse outcome COVID-19 
(data re: ICI less clear but likely best to hold)

• Consider holding all immunosuppressive therapy with new dx COVID-19+, but targeted 
therapy (EGFR or BRAF/MEK inhibitors) may be OK

• COVID-19 inflammatory hypercoagulopathy: ASH still recommending standard-dose 
prophylaxis (not intermediate-dose prophylaxis or therapeutic anti-coagulation) for both ICU 
and non-ICU hospitalized patients (regardless of cancer status), but further evaluation 
ongoing

60
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Thank You

61


